Recent reports have indicated an increase in the incidence of yeast infections in venereal disease clinics (Catterall, 1971; Oriel, Partridge, Denny, and Coleman, 1972) . The widespread use of antibiotics, oral contraceptives, steroids, and immunosuppressive drugs have all contributed to this ascendancy; even the change of women's fashion to the wearing of tights has been implicated (Bull, 1972) .
The present study was undertaken to find the frequency of yeast infections and assess the role of some of the factors mentioned above in patients attending a venereal disease clinic.
Method 552 patients attending as new cases at the Leicester Royal Infirmary between January and December, 1973, were the subjects of the study (this represented approximately of new female patients seen during this period).
A history was taken with special reference to the use of oral contraceptives and antibiotics during the previous 3 months. The patients were then examined and the following tests performed: (1) Urethral and cervical smears were Gram-stained and examined under oil immersion for the presence of gonococci.
(2) Swabs were taken from the cervix and cultured on Oxoid G.C. selective medium for N. gonorrhoeae. (Table IV) . The majority of yeast infections were not diagnosed at the initial attendance. Some of these patients were treated with antibiotics and/or metronidazole for other infections. Table V shows that only a few of these were found to have developed symptoms or to be positive on smear at a second examination. The symptoms of yeast infection may be pruritus, dysuria, dyspareunia (these are included in Table VI under the general term of irritation), or discharge. The frequency of these symptoms was the same whether or not the patients were on 'the pill' (Table  VI) . Thus about 30 per cent of women with yeasts were symptom free. (Table VII) 'Other Yeasts' were isolated in 22 out of 154 (14-3 per cent.). Walsh, HIildebrandt, and Prystowsky, 1968; Catterall, 1971) , although in this series the effect is not so marked. The effect of previous antibiotics is also a known factor (Torack, 1957) and this is shown in the present study.
More important than incidence is pathogenicity and its assessment. Candida is present in some patients in apparently a saprophytic role (30 per cent. in this series). Drake and Maibach (1973) suggested that the only reliable way to establish pathogenicity is to see the mycelial and yeast forms in the diseased material. In this series only 35-7 per cent. were positive on smear, yet of the 133 patients positive only on culture 83 (62 per cent.) had symptoms relieved by treatment. Also, 10 per cent. of male consorts had mycotic infection from women with no symptoms and positive only on culture. The change from saprophyte to pathogen has been related to the taking of antibiotics, but only five out of 27 developed signs or symptoms after antibiotics even though Candida was known to be present.
The clinical problem is whether to treat these asymptomatic cases. Oriel and others (1972) have advocated treating all such cases. In general, even saprophytic yeasts are potential pathogens not only to the carrier but also to possible consorts. It is probably wiser to consider each of these cases individually rather than make a general rule.
In some cases sexual transmission will be a factor (Teokharov, 1969) . One-third of consorts seen had evidence of yeast infection and where cultures were taken almost half were positive. Treatment of the consort should therefore be undertaken as suggested by Drake and Maibach (1973 
